The subject for discussion concerns the relatively brief periods in the current conventional British medical curriculum during which a student can exercise the power of choice. This contribution is a review of the choices which Edinburgh students make and of their motives and reactions.
There is, however, a wide and much more important issue. The conventional medical course, at least outside Oxbridge, differs from the great majority of other university courses in that it is stereotyped and leaves little opportunity to the student to exercise his choice. The principal reasons for this are too well known for detailed description to be necessary. The course has been vocationally orientated with the object of producing the 'safe doctor' in the minimum possible time. There was a certain body of knowledge which it was thought essential for all doctors to possess, and there was not much room for manceuvre in the number and scope of courses necessary to convey that knowledge. Now, however, all are agreed that the intention is to educate rather than to instruct, to produce by the time of graduation a basic scientific doctor rather than a safe general practitioner. If we are to pay more than lip service to this philosophy we must either drastically reduce the duration and content of the undergraduate curriculum and leave the vocational elements entirely to postgraduate study, or introduce more elective courses, with more opportunities for the students to exercise freedom of choice. The explosion in medical science has been so great that one or other approach seems inevitable. Some medical schools are facing up to the difficulties in their own way, while some are still attempting to continue in the old manner.
The term 'core curriculum' is much in vogue and each school has to decide what constitutes the 'core' knowledge which every graduating doctor must have. The existence of our system of external examiners and of the General Medical Council ensures that there will be reasonable agreement on the matter throughout the country.
Having decided what is core knowledge we have to determine whether this should all be presented first to all students during perhaps three years and then be followed by a series of flexible overlapping programmes of vocational training, or whether the core courses should run alongside elective courses. The latter programme gives more flexibility, more educational potential, better opportunity for graded assimilation of knowledge and above all more opportunity for ensuring that the core material is shown to be relevant to subsequent study and practice.
Our American colleagues are laying great emphasis on electives, and the outstanding experiments which are being closely watched are those in which half of the whole course is elective. For example, at Hershey Medical School the four-year course is to consist of core basic science in the first year, elective basic science in the second, core clinical in the third and elective clinical in the fourth. The Duke Medical School programme gives core basic science in the first year, core clinical in the second, elective basic science in the third and elective clinical in the fourth. The question here is whether the student is ready after two years at medical school to make his career choice. He is older than our student, but in the study reported here, over 70% of the students had not made up their minds about career choice three months before their final MB chB examinations. We know too from the studies of Last and others that students and young graduates keep changing their minds about 595 7 Psychology & sociology 28 29 41 in relation to medicine their choice of career. I submit, however, that there is some merit in forcing a decision on students at a fairly early stage provided that decision is only directed towards one general sector of medical practice and provided that the system allows of sufficient flexibility for reasonable changes in orientation without much detriment.
The modular type of curriculum advised by the Royal Commission allows for flexibility. It stems, however, from a system designed to train specialists rather than generalists. A module or elective course may be backward lookingto make good a deficiency; it may be forward looking with a view to a particular type of career; or it may fill a particular interest of a student. The modular system caters for students with different backgrounds, different interests, different abilities and different desires for specialization. There are, however, disadvantages which from the student's point of view include the danger of teaching becoming too intensive, of too limited a view being taken, of difficulties and burdens of choice. From the organizational point of view there are many difficulties with timetables, staffing and links with other faculties.
In Scotland many students still come into a first premedical year. In the current session in Edinburgh 101 students came into first year while 65 came direct into second year. This is not the time to discuss the merits and demerits of the different school systems which lead to this difference between Scotland and England. The first year admission does, however, give us the opportunity to offer optional subjects to students who have been granted partial exemption on the basis of their earlier performance. We do not wish students to repeat subjects in which they have already obtained good grades at school. Equally we do not wish students to spend a first year at university reading only one or even two subjects. Table 1 lists the choices that these students with partial exemption exercisea form of elective. Psychology and sociology in relation to medicine is the only course which is tailor-made for medical students and its popularity is seen in the table. The behavioural sciences have not yet found a satisfactory place in the Edinburgh curriculum for direct entrants into second year.
Apart from these first year options the two elective periods in Edinburgh are at the end of the first clinical year (6 weeks) and during what we call final phase (8 weeks). The structure of the clinical curriculum is shown in Table 2 .
It will be noted that the first ('4th year') elective falls in the summer vacation at the end of the first clinical year. The first two terms of the second clinical year ('5th year') are devoted to obstetrics, pediatrics, psychiatry, community medicine and special subjects. 'Final phase' then runs for a full calendar year from April 1 to March 31. It is a form of apprentice scheme in which the students rotate through the various attachments shown and are in a ratio of one or two to each consultant. One of the eight-week attachments in the final phase is an elective.
A questionnaire was issued in May 1970 to the 136 students due to sit their final examinations in June/July 1970. Ninety-nine completed replies were available for analysis by the closing date. Others came in later but are not included in the tables. The questionnaire was part of a study of the whole of the final phase which was conducted Table 3 shows that 47 of the 99 students spent one or other (or both in 7 cases) elective overseas. Table 4 demonstrates that in this elective, which immediately follows the first clinical year, the emphasis is on general medicine and/or general surgery and it gives the figures for those who spent the elective in the United Kingdom. In both the 4th and 6th year electives, students who plan to make their careers overseas are given special advice about their choice of subjects. Otherwise students are encouraged to go outside the Edinburgh teaching hospitals in both electives; if they remain in Edinburgh they must work in the special units or at research projects, for if not their presence would interfere with the opportunities of the normally-attached final phase students. Table 5 shows the category of hospital chosen by the students who spent part or all of their elective doing medicine or surgery in Britain. Table 6 concerns those 36 students who went abroad for their 4th year elective. Here more of the attachments were 'mixed' and the students liked this. Of the 'abroad' group, 16 did the same subjects in the 6th year as in the 4th and 20 chose different subjects. Table 7 breaks the 'abroad' group down by countries and the large proportion choosing the USA is the predominant feature. Tables 8 and 9 show the factor leading to choice and the motive of choice, both for the UK group and the 'abroad' group in the 4th year electives. Of the factors, 'advice by student friend' is the commonest. The chief motives amongst those who remained in this country were the desire to be away from a teaching hospital and the desire for patient contact: of the abroad group, although travel appears as the chief motive for choice, many of the students indicated that the combination of travel and finance was important to them. Table 9 also shows the reaction of the students to their '4th year' elective and in general it will be seen that the reaction was very favourable.
Final Phase Elective (6th Year) By the very nature of the final phase, students have to do their electives at differing times of year. They were asked whether they thought the timing was important and Table 10 shows in general that students who drew places for electives between August and December did not think the timing was important, but those whose electives were at the beginning, or even more so at the end, of final phase thought the timing was important. Table 11 shows the reasons given by those who did think that the timing was important and although there was a range of view, the most favoured time seemed for varying reasons to be about the middle of final phase. Table 12 shows the range of subjects chosen. Students may spend the whole 8 weeks in one subject or divide the time between two subjects. Approval of the director of studies is needed, but the attitude to choice is permissive except for certain students who because of illness or poor performance require to make good a deficiency. The number (8) shown under the heading of research projects is smaller than it should be, for a number of students shown under specific subjects were in fact carrying out projects within these disciplines. The students are not required to submit a written report but some do. A note of satisfactory completion and preferably a grade or comment is obtained from the unit or supervisor.
The students were asked about the main reason for choice and whether their objective was fulfilled. Table 13 shows that on the whole the objectives were rather well fulfilled. Interestingly, 'special interest in the subject' is the commonest reason for choice and not surprisingly the best fulfilled. The filling of gaps in knowledge or experience was the next most common reason and this objective was not quite so well met. Trying out a subject with a view to help in choice of career ranked only third and appeared least successful, but how can students at that stage judge whether that objective was fulfilled? The ? in the 'not fulfilled' column refers to a student who declared his motive as 'hoping for a preregistration appointment', and the results of our computerized preregistration appointments matching scheme had not been declared at the time of his filling in the answer! Table 14 shows the reaction of students to the final phase elective. Nearly all found it enjoyable; Section ofMedical Education the few who found it not profitable may have thought the question referred to monetary profit! The inadequate supervision was by no means more in the non-teaching hospitalsrather the reverse.
We invited additional comments on final phase electives and the questionnaire was strictly anonymous. In quoting some of the comments I should emphasize that for the most part these were comments by individuals and do not pretend to represent a body of opinion: ' We shouldn't have to use electives to fill the gap in basic knowledge.' 'Electives should be introduced in the preclinical years' (but note that opportunity is given for an intercalated Honours year). 'Students should be encouraged to go to underdoctored countries for at least one oftheir electives.' 'Electives should be a month longer, or alternatively there should be two six-week electives in final phase.' 'Electives are particularly rewarding in hospitals where the presence of a student as an eager pair of hands is gratefully accepted.' 'More should be done to make known the "electives" where the staff are anxious to have a student.' 'Eight weeks is too short a time for a project unless there is advance preparation and careful supervision.' 'Mistake to do electives in general medicine or surgery better to do something different though it may not raise marks in finals.' 'A full-time attachment to general practice in final phase would be advisable' (not as an elective). 'Choice should be left entirely to the studenthe is old enough.' 'Most satisfactory part of final phase.'
All the additional comments were laudatory and there was not one which was critical of the concept.
The remaining information is not from the questionnaire but from Faculty Office data. Tables 15, 16 and 17 show the subject choice by students for final phase electives in the three years 1967-8, 1968-9 and 1969-70 . Tables 15 and 16 show that the subjects principally chosen are still the conventional ones, but Table 17 lists the 39 other subjects chosen by less than five students in any one year.
In 1969 20 out of 34 applications from students of other medical schools to do electives in Edinburgh were accepted; in 1970 (to the end of May) 49 out of 73 applications had been accepted. It is known that this increase also affects most other schools in Britain and the London schools more than anywhere else. These students are from all countries, with USA and Germany showing the largest number of applicants. The need for a student exchange committee is stressed, for clearly the problem is on the increase. We have a few formal exchanges and some of these are funded from outside sources. In addition a number of Table 15 Final phase elective students 1967-70 spending whole eight weeks in one attachment: subjects with more than 5 student choices in one year 1967-8 1968-9 1969- Table 16 Final phase elective students 1967-70 with divided attachments: subjects with more than 5 student choices in one year 1967-8 1968-9 1969- This makes it all the more important that every school should have an organized procedure so that the two-way traffic can be controlled to the benefit of students spending an elective away from their own school, but without detriment to the students in their normal home attachments.
Conclusion
This survey gives evidence that electives are popular, and the general reaction suggests that within time limits they are beneficial. A plea is made for extension of flexibility to other parts of the course.
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